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Introduction
Although health care is not specifically detailed in tae
Constitution or the Bill of Rights, roost Americans feet that
it is a "right" to which all citizens are entitled. Indeed, the
right to health care may be implicit in the language of the
Declaration of Independence :
We hold these truths to be self-evident
: that all men are
created equal, that they are endowed by their creator with
certain unalienable Rights, that among these am life, liberty
and the pursuit of happiness
. . .
since health, and thus health care, are requisites for Ire and
the pursuit of happiness . The Random House Dictionary (1)
defines "right" as a "just claim or tide, whether legal,
prescriptive or moral, that due to anyone by just claim, legal
guarantees or moral principles ." Appropriate health care
ultimately benefits all of society, and might be considered
pact of the legitimate responsibilities of government, much
as assuring a safe water supply or public safety . Although
the debate over whether access to health cae is a right of all
Americans will undoubtedly continuee, development of new
ways to improve access to health care has become a topic of
intense discussion for health policymakers, health care pro-
viders and local, state and federal government .
At first glance, assuring access for ever, American to a
basic level of effective cardiovascular care would appear a
readily attainable goal. Because the United States is the
richest nation in the world, it is often assumed that we can
afford to provide whatever level of health care we, as a
society, feel we deserve . Yet it is the general perception in
the U .S . that health care is already too costly and we cannot
afford to extend health care at its present rate . In 1988 more
than 10% of the U .S. population had no health insurance and
30% more were underinsured (2)
.
But access to health care is
more complex than just "finding the money ." Experience
from countries where a variety of systems for universal
access have been in place for many years informs cs that
social, cultural and economic factors may confound the most
wen intentioned efforts . The disparity in health status be-
twetn the advantaged and the disadvantaged, the rich and
the poor, minorities and the majority is a problem common
to many societies. To ensure universal access to health care
attention must
be giver, not only to reduction of health care
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expenditures and the reform of our system of payment for
health care services, but also to the eradication of disparities
in opportunity for employment, education and income that
are the root causes of limited access to health care in the
United States. These are problems of society as a whole and
are beyond the medical profession to change .
Definition of "Limited Access"
Because "access to health care" may be interpreted in
many ways, it is important that a common rmderstanding of
toe term be established in the current context . Access to
health care may be defined as the ability of every individual
to have the opportunity to obtain
health care services that
can provide appropriate preventive health measures, essen-
tial diagnostic techniques,
effective therapy and continuing
medical care . For the major,.y of Americans exercise of the
"right" to health care has meant r_lativeiy unrestrained
utilization of the entire spectrum of technologic and biologic
advances in the prevention, diagnosis and treatment of
disease. As the expense of health care has risen and those
costs have been encountered by the public, the health
insurance system, employers, physicians and other heath
care providers, solving the problem of limited access to
health has become an urgent concern for business and
government, as well as for patients.
For specialists in cardiovascular medicine and surgery to
mare effectively participate in the development of solutions
to limited access to health care, it is important to understand
the extent of the problem, to appreciate the diverse barriers
to access to beat'h care and to examine approaches to
reducing health care costs and securing appropriate cardio-
vascular disease-care for everyone
. Increased understate iing
of the factors that contribute to limited access will facilitate
development and, ultimately, implementation of changes in
the health care system, appropriate expenditures for health
care and more effective clinical practice of cardiovascular
medicine and surgery.
As society searches for solutions to the economic and
social problems of the U.S., many difficult questions arise .
Can we afford to provide basic health care for those who are
most vulnerable and most needy? Can we afford to provide
actress to the +stest and most comprehensive care for every-
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one? For those concerned with the health care system,
"unaffordability" may be viewed in terms of the overall
costs relative to the resources and priorities of society . For
the health care provider, employer or patient, "affordabil-
ity" is a question of whether sufficient financial resources
are available to individuals for "necessary and appropriate"
health care. As ve review data regarding the scope of the
problem of access to medical care, it is prudent to remember
that affordability and accessibility are not finite measure-
ments, but terms that incorporate the values and choices of
society (3) . It is important to understand the ways in which
differences in ac::ess to care relate to differences in health
status as we consider why access to health care is limited for
so many and w1tat changes in health care financing and
delivery will have to be made in order to achieve access for
all.
The Health Expenditure-Health
Status Paradox
The difficulty many Americaas have in obtaining health
care is paradoxic, because the U .S . spends more money per
capita on health care than does any other country in the
world (4) . Health expenditures in the U .S. increased at a rate
greater than the gross national product (more than 12% in
1991) and consumed 11 .6% of the U .S. gross national
product in 1989 (5) .
Health care costs increased at an average annual rate of
17% from 1970 to 1988; in contrast, the average annual
growth rate of all items in the consumer price index was 11%
(6) during the same period. In 1986, growth in national health
care expenditures was 7 .7% ; since then, these expenditures
have grown significantly, reaching $604
.1 billion in 1989, an
increase of 11 .1% over 1988 . Hospital care spending reached
$232.8 billion in 1989, an increase of 10% over 1988 . Growth
in spending for physician services exceeded that of total
health spending throughout the 1980s (except for I year) and
reached $117.6 billion in 1989, an increase of (1 .9% over
1988 .
International comparisons indicate that the health of
Americans is not commensurate with the magnitude of
national expenditures on health care
. For those with full
access to medical care in the U .S. the quality of care is
generally outstanding . However, the U .S. lags behind other
industrialized countries in several key areas, ranking 21st in
infant mortality, 16th in male life expectancy at birth and
13th in female life expectancy among the 24 members of the
Organization for Economic Cooperation and Development
(OECD), mainly because of the large segment of the U .S.
population with limited or no access to care
. The relatively
poor international ranking of health status in the U
.S. is
particularly surprising in view of the abundance of health
professionals serving the U .S . population, The total number
of physicians per 100,000 total population increased from 148
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in 1965 to 240 in 1989, and the number of patient care
physicians increased from 132 in 1965 to 197 in 1989 (7) . The
maldistribution of physicians in inner city and rural areas
also contributes to the limited access to care in those areas
(8)
.
Even though life expectancy has been rising steadily in
the U.S . for many years, for some segments of the U .S .
population (i .e ., low income African-Americans) it is less
than that in some developing nations (9) . Life expectancy for
whites reached an all-time high of 75 .6 years in 1987 and
1988, the latest year for which data are available . However,
life expectancy for black Americans has declined for 3
consecutive years, from 69 .5 years in 1985 to 69 .2 years in
1988 . In 1988 death rates from heart disease, the greatest
contributor to mortality in the U.S., declined 1 .9% and
cancer death rates declined for the 3rd consecutive year .
Death rates from atherosclerosis declined by 5.6%, the
largest decrease among the major causes of death (l0).
Significant decreases in stroke mortality, hypertension and
coronary artery disease mortality also occurred in the last
decade (I1).
Of the major causes of death, the death rates
were higher for blacks than for whites in all categories
except chronic lung disease and suicide. The death rate from
heart disease was 4001o higher for blacks than for whites .
Although many improvements in life expectancy and disease
rates have resulted from advances in health care, some
segments of the population have not shared fully in these
benefits .
Barriers to Access: High Cost of
Medical Care
For some, universal access to appropriate health care is a
simple matter of balancing the health care budget equation,
with reduction in expenditures translating into additional
funding for direct patient care for those with limited access .
Although many aspects of health care financing might be
addressed, several key areas may provide special opportu-
nities for cost savings. Potential funding sources for the
extension of health care coverage to the uninsured and
underinsured maybe found in savings in increased efficiency
in the administration of direct patient care, reductions in
inappropriate procedures and practices, reform of the med-
ical liability system, restructuring of physician payment
schedules, modification of medication and equipment costs
and improvement in the efficiency of public hospital sys-
tems .
Admi, istrative Costs of Medical Care
(see Task Force 4)
The cost of administering direct medical care is a major
component of total health care costs
. Because of the esca-
lation of the administrative costs related to the provision of
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patient care, attention has been concentrated on the bureau-
cratic and administrative costs of employment-based pri-
vately insured medical care 112) . It has been estimated that
in 1989 total costs of health care administration constituted
22% of all personal health care spending (13) . For those with
health insurance, administrative costs are incorporated into
the premiums charged by insurers . The burden of insurance
administration is greatest for small businesses . Premiums for
group insurance incorporate a very high loading factor for
administration in policies sold to small firms . Administrative
costs total 40% of incurred claims for firms with I to 4
employees . compared with 12% for firms with 500 to 2,400
employees or 5.5% for firms with 10,000 or more workers
(14).
For many physicians the current health care payment
system is an administrative morass . "complex . time con-
suming and confusing." diverting administrative and medi-
cal staff from patient care and intruding on physicians and
energy (15) . Because there is little consistency or uniformity
of the procedures and mechanisms for killing and processing
claims among insurance companies, local, state and federal
agencies, the task of completing a wide array of forms from
multiple insurers requires increased numbers of administra-
tive staff and an inordinate amount of time and effort by both
staff and physicians . The staff and time that health care
providers must divert from patient care is an expense to the
system and contrtbutcs to the overall cost of health care
. The
frustratiot, and demoralization experienced by physicians as
they struggle to complete the abundance of forms . only adds
to the disenchantment many feel with the current health care
system.
Inappropriate Care
Concern over the contribution of inappropriate care to
escalating health care costs has grown as examples of
significant differences in medical practice (16) and in the
value and quality of practices and procedures has accumu-
lated (17). Coronary angiography, carotid endarterectomy .
coronary bypass surgery and cardiac pacemakers are exam-
ples of common cardiovascular procedures that have come
under scrutiny . In a 1983 study of coronary angiography in a
sample of persons over age 65, approximately one quurter of
the procedures were performed for less than appropriate
indications, as defined by the investigators (18) . In a 1988
report of the appropriateness of coronary bypass surgery,
56% of operations were performed for appropriate reasons .
30% fur equivocal reasons and 14% for inappropriate rea-
sons (19) . Criticism of the methodology and design of these
and other studies of"appropriateness" has generated debate
over the criteria for measurement of appropriate care and
reasscssn.c :li of the indication, for some diagnostic proce-
dures and therapeutic modalities . Substantial disagreement
regarding the appropriateness of indications used in actual
cases compared with theoretic indications has been reported
FRANCIS Er AL.
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1201 . Before reduction in "inappropriate" care can be relied
on to halt the spiraling increase in health care costs, rigorous
reexamination of the reasons for variations in practice,
particularly for discretionary care, is necessary. Although
the degree to which "inappropriate" procedures contribute
to health care costs remains moot, it is clear that more data
regarding the value and effectiveness of cardiulogic and
other procedures and practices are necessary before defini-
tivejudgments can be made . Moreover, even though current
data may suggest that a given modality is used inappropri-
ately (under- or overutilized). knowledgeable physicians
may legitimately disagree with recommendations based on
outmoded or earlier data because of more recent scientific
information or clinical experience .
Physician Payments
A significant proportion of the increase in direct medical
costs may be attributable to increases in payments to phy-
sicians . It is apparent from recent trends in health care costs
that the manner in which physicians receive payments
requires further examinalio-l . Physicians may be more likely
to perform expensive procedures on patients who can pay
for the procedure . Physicians in cap)taled care plans are less
likely to hospitalize patients (21) or to order expensive tests
122) than are their fee-for-service counterparts ; physicians
who own their own equipment order more tests than do
those who are not owners (23) . Whether these differences
account for the differences in Utilization of cardiac proce-
dures is unclear. There is evidence, however, that subspe-
cialists are less likely than primary care physicians to accept
Medicaid patients because of Medicaid's poor reimburse-
ment rate to physicians (24). Hospitals facing financial
problems may institute disincentives to care for the unin-
sured (25) and place subtle (or not so subtle) pressure on
nhysicia,is to limit care for uninsured patients (26). Some
hospitals have red stickers on the charts of uninsured
patients to remind physicians that these patients are "differ-
ent
." The unfair portrayal of physicians as avaricious entre-
preneurs has done much to demean the profession . If the
health professions are to retain their autonomy and maintain
the privilege of policing themselves on a voluntary basis they
must universally display the highest ethical and moral prin-
ciples (27) . Efforts at cost containment, however, must
address not only the physician component of costs, but also
the contribution of other segments of the problem, such as
the medical equipment industry and plwnnaceuticai manu-
facturing . Zeal for cost cutting must he balanced by concern
not only for overutilizalion but also for underutilization of
services, particularly by those who currently do not have full
access.
Pharmaceutical Costs (see Task
Force 4)
The cost of medications is a significant barrier to access
to health care . Medications cost more in the U.S
. than in any
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FRANCIS CT AL.
I' Al . 1-cr, .
other country in the world . Moreover. U .S . pharmaceutical
companies are the most profitable industries in the country .
Prescription prices of the common medication for heart
failure, Lanoxin (0
.25 mg/100 tablets). have increased from
$1 .25 in 1980 to 89.40 in 1991 . an increase of 052% (28).
Economic factors have been shown to he critical in tke
management of hypertensive patients (29)
. Shulman et al .
(30), in a study of a random sample of patients with uncon-
trolled hypertension in Georgia. found that cost diminished
the ability of patients to fill initial prescriptions
. refill medi-
cations and to keep office appointments . The effect of low
income was most prominent in those with the most severe
hypertension and in patients from minority groups . In com-
paring the data from several large studies of hypertensive
patients, Rocetla 131) found that cost of medication was a
significant impediment to appropriate antihypertensive ther-
apy . In addition to state and local programs, the pharmaceu-
tical industry has developed several small programs that
would increase availability of drugs to the indigent . Some
pharmaceutical companies have programs that supply spe-
cific drugs to the indigent
. Most pharmaceutical companies
provide drugs to the indgem oo n case by case basis (Dustan
H, personal communication . 1991) . The number and scope
of pharmaceutical company programs to provide medication
at reduced cost to the uninsured have grown significantly as
pharmaceutical companies have become the focus of legis-
lative and industrial efforts to improve access.
Medical Liability Svstein (see Task Force 4)
A substantial contributor to the physician component of
health care costs is the costs generated by the medical
tiabitity system . The share of physician revenue aiiocaied for
payment of professional liability premiums incrca:,cd from
3 .1% in 1982 to 4 .87 in 1999
. Avr sge or
: wants paid by
self-employed physicians increased at an annual rate of
15 .1% from $5,800 in 1982 to $15 .5011 in 1989 . For all
physicians, the average professional liability premium has
increased at an average annual rate of 13 .9% since 1985 (32) .
However, since 1985 the number of overall claims decreased
at an annual rate of 10,1% . largely because of decreases
between 1987 and 1999 that followed earlier decreases in
1985 and 1987 . Between 1985 and 1987 the claims rate
decreased at an average annual rate of 197, but from 1987 to
1989 it increased at a rate of 5% .
The cost of malpractice insurance is only a portion of the
expenses generated by medical liability
. The impact of
medical liability is most evident in the style of medicine it
forces physicians to practice
. The growth of "defensive
medicine," in which every possible diagnostic possibility
must be extensively pursued with technologic affirmation
and in which all clinical decisions muss be accompanied by
multiple confirmatory laboratory tests, has changed the
practice style of many physicians and affected the legal
definition of standard of care in some instances.
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Health Insurance (see Task Force 4)
The lack of health insurance for 31 to 37 million Ameri-
cans is the most frequently cited reason for the difficulty
many Americans have in obtaining appropriate health care
(33) . Most proposals from government, health planners and
itc )th care providers have focused almost exclusively on
those Americans who do not have health insurance (the
uninsuredi or who have inadequate coverage (the underin-
sured). Lack of health insurance may be a major contributor
to increasing morbidity and mortality and a fundamental
detriment to the health of the public . Although most persons
agree that some change in the way health care is financed is
needed to deal with this problem . there is little consensus
regarding methodology . timing or funding . Proposals in-
clude, for example, federal or state single-payer systems,
mandated coverage by employers, and continuation of the
current system with targeted improvements in the coverage
for the underinsured and uninsured .
In addition to those without health insurance, in 1985 it
was estimated that more than 50 million Americans were
underinsured and lacked adequate irsurance for major med-
ical expense or hospitalization (34) . More than 50% of the
underinsured are employed, but most earn less than $10,0001
year . If dependents arc included. employed uninsured and
underinsured persons constitute 75% to 80% of the popula-
tion with inadequate health insurance . Only 35% of the
uninsured arc below the poverty line and one third earn
['vice the poverty level income . Employer-based coverage
for employees decreased from 137 million to 134 million from
1980 to 1984 (35). Even for Americans with coverage,
insurance often provides inadequate protection, covering
only minimal medical expenses (34) .
Many Americans who have insurance through their place
of employment are finding that employers, because of the
increasing expense of providing coverage (direct medical
costs or insurance premiums), are attempting to pass on
most of that expense to the employee through increased
deductibles and copayments or are discontinuing the provi-
sion of health insurance altogether (35) . The increased cost
of employees' medical coverage increases the employer's
cost of doing business . Because medical coverage is a major
segment of the business expense of most American compa-
nies, the cost of providing medical insurance to employees
increases overall labor costs . Because the expense of pro-
viding medical insurance and health care services is often
incorporated into the cost of the products produced in the
U .S. . the cost of providing expensive medical care may
translate into higher prices for American products
. U.S
.
businesses are then at a competitive disadvantage when
confronting industry from countries with health care systems
that are not employer based 1141
.
The plight of small business (fewer than 10 or 20 workers)
is particularly severe because insurance companies use
experience-based underwriting procedures in which premi-
ums are based on the company's history of medical ex-
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penses . Although large employers may absorb the cost of
an employee's severe or prolonged illness . for smaller firms
the increase in premiums that may follow a major claim
resulting from the illness of just one employee may he
financially fatal
. The insurer, and thos the business, resorts
to high deductibles and copayments in order to limit claims
and expense . The increased prevalence of higher deductibles
and -payments and requirements that employees pay a
greater proportion of the cost cf care has become a major
issue for employees, as well as employers and insurers
(36) . Employers and, ultimately . workers are finding the
cost of providing adequate health care . either through insur-
ance or by personal °xpr o diture. to be prohibitively expen-
sive . Small businesses are left with the difficult choice of
increasing the employee's share of premiums and copay-
roents. limiting benefits or canceling coverage completely
(37).
Two recent studies have examined the association be-
tween the payer and utilization of cardiac procedures. Wen-
neker et al, (38) found that, compared with uninsured
patients, privately insured patients were 80% more likely to
undergo angiography, 40% more likely to undergo coronary
bypass surgery and 28% more likely to undergo angioplasty .
although the differences in rate of angioplasty were not
statistically significant . Medicaid patients were even less
likely than uninsured patients to undergo these procedures .
A more recent national study (39) that examined a sample of
hospital discharge records from 1987 found similar discrep-
ancies between uninsured and privately insured patients for
angiography and bypass grafting .
Financial considerations play an important role in many
life choices, even those that involve health . Patients without
insurance may refuse procedures
. fail to purchase medicines
and fail to keep appointments because of inability to pay .
Patients who delay care often cite the lack of health insur-
ance or insufficient financial resources as one important
factor in noncompliance with a medical regimen (40) . In one
large randomized study (13) of patients who received either
free care or insurance with various degrees of copayment .
patients with out-of-pocket expenses were less likely than
other patients to visit a physician's office . Copayments and
other cost-sharing schemes may decrease the utilization of
preventive health measures and other health-promoting be-
haviors ; this decrease might lead to subsequent general
health deficits and future increases in direct heahh care
expense and insurance costs.
Factors in the Health Care System
For persons with limited access to the primary health
care system, access to cardiovascular care may be more
difficult. The path to receiving appropriate medical care
is complex : many important gates must be opened along
the way. The path begins when a patient decides to
seek care for a cardiac symptom . The point of entry into
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the system can make a difference in what ultimately
happens to the patient- The multiple forms to be filled out .
the process of referral and consultation may so confuse the
patient about what needs to be done that he or ~llc _imply
gives up.
Ptrhlir and Teaching Hospitals
Because public and teaching hospitals provide much of
the care for the uninsured, the increased severity of illness of
patients cared for in these institutions may account for the
higher cost of uncompensated care for the uninsured (411 .
The impact of restricted access to health care is most
dramatically demonstrated in public and municipal hospitals .
These hospitals are frequently the hospitals of last resort .
burdened with large amounts of uncompensated care. The
amount of uncompensated care (uninsured, self-insured) in
public hospitals ranges from 257, to more than 60% in some
inner city hospitals (42) .
As the burden of providing uncompensated care for
increasing numbers of the uninsured has grown . public
hospitals have become further stressed by the obligation to
care for increasing numbers of patients with diseases result-
ing from the acquired immune deficiency syndrome (AIDS),
substance and alcohol ab'tse, teenage pregnancy, violence
and social depriv: ion. This care is superimposed on the
already prodigious burden of caring for patients in the end
stages of cardiovascular disease, cirrhosis, traumatic injury
and cancer (the major causes of excess mortality in many
inner cities)
. The relegation of the care of the uninsured and
medically indigent to overcrowded, understaffed and ineffi-
cient hospitals creates a vicious circle of lack of access,
delay in care, increased severity of illness . increased de-
mand fur services, inadequate resources and further de-
creases in access to care (42)
.
Private hospitals have increasingly found that providing
care to the uninsured is not financially feasible and have
shifted many of the medically indigent to public hospitals . In
1984 . bad debts and charity care cost hospitals $5 .7 billion,
representing 4.6% of total costs (43). Between 1981 and
1984, more than 50 public hospitals were sold to private
for-profit chains . Although data are lacking to confirm the
decline in access to care resulting from this trend, it is well
appreciated that access to care for the uninsured is less in
private than in public hospitals and that health status dimin-
ishes as hospitals close (44)
.
With worsening financial con-
ditions in state and municipal governments . public hospitals
are attempting to survive by reducing services and increas-
ingly catering to private, paying patients . Unless public and
private hospitals receive appropriate remuneration for serv-
ices rendered, access to services for the uninsured and
underinsured will be further reduced as me e public hospi-
tals close or hospitals further reduce access .
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Nonfinancial Barriers to Access to
Health Care
The magnitude of the limitation to health care access
experienced by large segments of the U .S . population is only
partly explained by economic factors. Even though lack of
health insurance, rising direct medical costs and inefficient
health care systems are important determinants of access to
health care, other demographic, socioeconomic and geo-
graphic factors also impede access to care
. The incongruity
of high health care expenditures and limited access to health
care may be influenced by the differences in the medical
resources available for the "haves" and "have nuts" in the
U .S . A growing body of published studies has amply docu-
mented that belonging to a racial minor ity , living in or near
poverty or lacking health insurance has an adverse impact on
accessibility of health resources . Patients in these groups
receive fewer preventive health services (45) and are less
likely than other patients to have a regular source of care,
receive medical attention when needed (46) and undergo
hospital procedures (47), advanced cancer therapy (48) or
kidney transplantation (49)
.
Demographic Factors
Age
The elderly, With the introduction of Medicare and Med-
icaid in 1966, access to medical care for the elderly and the
poor was allegedly assured . Since that time Medicare has
become a major segment of the federal budget and provides
health coverage for most older Americans. Nevertheless,
there are segments of the population who could qualify for
health care coverage provided by Medicare who do not fully
utilize the program . Poverty may deny some older persons
access to care . because the poor elderly often live alone and
may not have ready access to transportation to health care
facilities or the means to obtain medicines . The social
supports necessary to cope with the bureaucratic network
required to obtain benefits and utilize the services to which
the elderly are entitled are often lacking . The elderly poor,
like other poor persons, may be turned away from private
hospitals or from the offices of private physicians, even
though they have Medicare, because the private hospital or
practitioner prefers to care for the poor patient in the clinic
rather than in the office
.
Children . Dependent children and their mothers com-
prise the largest segment of Americans in poverty
(50)
.
Medicaid specifically provides coverage for women with
dependent children and since 1980, has offered coverage to
women with dependent children with an income up to 185%
of the poverty level. Nevertheless, more than 4 million
children lack health insurance and live in poverty . Many
who are eligible for Medicaid lack access because of varia-
tions in state Medicaid coverage and problems in under-
standing the procedures for application
. Many children who
may be eligible do not receive Medicaid benefits because
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their paren!s cannot read well, have poor English language
skills or arc reluctant to deal with the bureaucracy . The
Hispanic and African-American segments of the U .S . popu-
lation are increasing more rapidly than are other portions of
the population . As efforts to respond to the special health
concerns of ethnic minorities gain momentum, it is important
that groups responsible for planning, implementation and
evaluation include members of the affected populations . As
with the elderly, nonfinancial barriers, such as transporta-
tion, availability of family care, education and cultural
differences in health care-seeking behavior, may be critical .
Gender
Men. Men die from cardiovascular disease at a much
higher rate than do women in the U .S . and throughout the
world. Although a biologic difference has been hypothesized
to explain the decreased longevity of men (51), factors such
as differences in risk factor prevalence, health care-seeking
behavior, physician attitudes . income, insurance and access
to the health care system may also be important . Death rates
from cardiovascular disease are significantly greater for men
than for women in both the lower and the higher socioeco-
nomic groups . Men are almost totally excluded from Med-
icaid and are less likely than women to have health insur-
ance
. In 1987, 23.8% of men and 21% of women were
uninsured (52).
The numbers of uninsured may be even higher among
black and Hispanic men because they are particularly es-
tranged from the health care system, perhaps because of
culturally determined attitudes regarding illness and depen-
dency . Hispanic men tend to seek medical care less often
than do either white or black men of comparable social class
(53) .
Women, Because of greater access to Medicaid, black
women and, to a lesser extent, Hispanic women constitute
the majorit; of patients in many inner city public hospital
clinics . However, cardiovascular death rates are signifi-
cantly greater for black women than for white women,
suggesting a gender and race interaction (26) . Although the
biologic differences may account for a portion of the gender
differences in cardiovascular disease risk, morbidity and
mortality, greater understanding of the influence of eco-
nomic, social and behavioral factors is essential as plans for
improving access to health care are developed .
Even though low income and uninsured women seek care
more often and have greater access to the health ca ;a system
than do their male counterparts, several studies have re-
ported that women utilize major cardiac diagm :stic and
therapeutic resources less frequently than do men . In a study
of hospital discharges in Massachusetts and Maryland
(54),
women hospitalized for coronary heart disease underwent
coronary angiography and coronary revascularization less
often than did men with similar clinical characteristics
. This
finding was similar for patients with a diagnosis of acute
myocardial infarction, as well as for the overall population of
patients hospitalized for coronary artery disease. i n another
study of men and women enrolled in a large postinfarction
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intervention trial
(55). fewer women had cardiac catheteriza-
tion or coronary bypass surgery than did men . After adjust-
ing for important covariates, men were twice as likely as
women to have an invasive cardiac procedure
. However,
rates of coronary bypass surgery were comparable in men
and women. Further studies to determine whether these
disparities represent appropriate responses to gender differ-
ences in pathophysiology or clinical expression of disease or
inappropriate overuse in men or underuse in women should
be considered .
Race and Ethnicity
The disparity between the health status of minorities and
white Americans has been the subject of numerous reports
(56,57)
. The minority population of the U .S . has grown
significantly in the last decade . According to the Census
Bureau, the white population is 207.4 m
illion. a
n increase of
6% since 1980 . In contrast . the number of blacks increased
by 13% to 30.2 million. Native Americans by 19% to 1 .7
million and Hispanics by 34% to 19 .8 million. The greatest
increase was recorded in the Asian population . which in-
creased by 70% to 6 .5 million (58) . Black adults have the
highest mortality rates for cardiovascular disease . stroke and
heart disease . Diabetes is twice as prevalent in Mexican-
Americans and Puerto Ricans as in whites and 1 .5 times as
prevalent in blacks . However, the mortality rate for cardio-
vascular disease is highest for blacks . For blacks between
the ages of 25 and 44 years, death from cardiovascular
disease was 441100,000
. compared with a rate of 17/100.000
for whites, a 2.5-fold difference . The death rate for Hispanics
and Asians was lower than that for whites, whereas the
death rate for Native Americans was comparable to that of
whites (59) .
Minority groups are more likely to have an income below
the poverty line defined by the government . Census Bureau
data indicate that 10% of whites had an income below the
poverty line, compared with 14.1% of Asian/Pacific Island-
ers, 26.2% of Hispanics and 30.7% of blacks (5 H . However,
it is difficult to distinguish the separate effects of race,
ethnicity, income, education and culture on access to health
care . The health status of minorities is significantly worse
than that of other segments of the population (10) . Often
when minorities are considered in this context, the image of
one homogeneous population, usually African-American
of
Hispanic, is conjured up. However, although there are
similarities in the problems these groups faced in obtaining
health care, minorities in the U .S. are an increasingly
diverse array of ethnic groups, cultures and social back-
grounds . Hispanic persons constitute a multigroup minority
of Mexican-Americans, Cubans, Puerto Ricans and other
Spanish-speaking persons from Central and South America,
each with their own cultural characteristics and health
problems . Some are the progeny of many generations of
early Americans and speak only English, others have been in
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the U .S . for several generations and are bilingual, and still
others arc recent immigrants and speak only Spanish (60) .
Blacks . or African-Americans, similarly constitute an-
other multigroup minority that includes large numbers of low
income inner city residents, recent immigrants from the
Caribbean or Central America. the rural poor and middle and
upper income blacks . Even though socioeconomic factors
arc major determinants of access to health care, interracial
differences in the utilization of health resources have been
documented . even after controlling for age, gender, payer
and income, suggesting that race alone may have an impact
on medical decisions and access to care . Formulation and
implementation of appropriate remedies to limited access to
health care will require more thorough understanding of the
heterogeneity of the racial and ethnic minorities in the U
.S .
and the impact of this diversity on health care-seeking
behaviors . physician decision making and resource allcc.a-
lion .
Hispanics constitute one of the most rapidly growing
segmcuis of the population
. Their numbers have increased
34% since 1980. compared with an increase of only 7% for
non-Hispanic persons . In addition to lack of health insur-
ance
. Poverty, poor education, differences in cultural mores
and difficulty with fluency in English limit access to health
care for many Hispanics . Like African-Americans and per-
sons with a leer income . Hispanics are more likely than
whites to use an emergency room for primary care, are less
likely to have a regular physician and are more likely to
utilize a public than a private hospital (53). The prevalence of
hypertension is greater among Hispanics than among whites,
although less than that among blacks . Low income Hispan-
ics are at greater risk of unrecognized or untreated hyper-
tension (61)
.
P bough the factors that limit access to health
care for the t .! : . snic population may vary according to
subgroup (i .e., the use of folk medicine, the admixture of
African or Native American genes), the factors that contrib-
ute to their increased morbidity and mortality are typical of
other minority and low income groups (62) .
Differences in Resource Utilization by Race
Several studies over the past decade have documented
that black patients are less likely than white patients to
undergo cardiac procedures . On !he basis of data from the
National Hospital Discharge Survey from 1979 to 1983, two
studies evaluated racial differences in rates of angiography
and coronary bypass surgery nationally. Gillum (63) re-
ported in a 1987 editorial that, after adjusting for age, white
patients were 3.6 times more likely to undergo bypass
surgery and 2.2 times more likely tr, undergo angiography
than were black patients. The discrepn tries remained even
after adjustment for region, hospital characteristics, ex-
pected payer and marital status of the patient. The editorial,
however, did not evaluate whether differences in cynical
status between black and white patients cr differential access
to hospitals could account for the findings . To address this
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problem, Ford et al
. (64) analyzing a similar data set.
compared angiography and bypass rates with hospitalization
rates for acute myocardial infarction, which was used as a
proxy for the need for health care for coronary artery
disease . They found that although black men had hospital-
ization rates for acute infarction that were 77% of the rates
for white men, rates for coronary angiography and for
coronary bypass surgery in black men were 50% and 33% .
respectively, of the rates in white men .
Wenneker and Epstein (65) analyzed hospital discharge
abstracts from 1985 for all patients hospitalized in Massa-
chusetts for any circulatory disorder or chest pain
. This
study was extensive in scope in that it stratified patients by
type of ischemic heart disease, insurance status, income and
disease severity. Angioplasty was examined in addition to
angiography and bypass surgery. After adjustment for mul-
tiple confounding variables, they found that white patients
were 29% more likely than other groups to
receive angiog-
raphy and 89% more likely to receive bypass surgery, both
statistically significant differences. Whites were 70% mote
likely to receive angioplasty, although this difference was
not statistically significant (95% confidence interval 0
.94 to
3 .07). Because these studies utilized hospital discharge ab-
stract data, clinical information was limited . For instance,
the most important criteria for bypass surgery are the extent
of coronary artery disease and the degree of left ventricular
dysfuncliuu, thcr of which i reported nn the Uniform
Hospital Discharge Abstract . Two smaller studies found that
the racial differences in procedures rates persisted even
when extent of coronary disease was accounted for . Ober-
man and Cutter (66) examined the data of 6,594 patients who
underwent angiography betweer, 1970 and 1978 and found
that whites were more than twice as likely as blacks to
undergo coronary bypass surgery after adjusting for the
number of diseased vessels and other clinical variables .
Similar racial differences in rates of bypass surgery were
found in patients not randomized in the Coronary Artery
Surgery Study (CASS) who had at least one significantly
diseased vessel (70% or greater in one or more artery or 50%
left main stenosis) (67). The generatizability of these studies
is unclear, however, because they were based on single or
atypical settings and used data obtained before 1990 when
the standard of care for cardiac disease was substantially
different from that today .
Indeed, one difficulty in comparing the utilization of
expensive hospital procedures is that many procedures may
be done inappropriately (19). That one group is more likely
to undergo coronary angiography, angioplasty or bypass
surgery is not ne .:essarily synonymous with receipt of better
care . If it is trte that these techniques are overutilized .
disease outcome ; may differ according to who receives these
procedures
. On! could hypothesize that less care is taken in
patients with in nuance than in those who are underinsured
to perform procedures only when they are definitely indi-
cated .
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Education/Health Orientation
To understand the determinants of limited access to
health care
. one must understand the decision-making pro-
cess that leads to participation in a complex cardiac evalu-
ation. Because of restricted access to medical care informa-
tion, patients are not fully informed regarding health and do
not feel connected to the health care system . However,
delay in obtaining care is commonly due to patients' misper-
ception of the seriousness of their disease . This observation
suggests that the level of medical sophistication is an impor-
tant aspect of seeking health care . The ability to understand
the significance ofsymptoms and their relation to self-limited
or serious disease is a function of
one's educational back-
ground. For the poor and uninsured, who often are educa-
tionally deprived as well as deprived of access to health care,
greater availability of health education programs and mate-
rials of appropriate literacy level would significantly improve
access. For the uninsured and the poor, the unavailability of
information on preventive health care and on the value of
life-style modification is an important barrier to care and
contributes to the high rates of delayed medical intervention
and excess deaths .
Delay in Seeking Care
Limited access to care has been shown to lead to delays
in seeking care for illness that ultimately require hospitaliza-
tion . Delay in evaluation of symptoms early in the course of
disease may predispose to postponement of diagnosis and
progression of disease and worsen both severity of disease
and prognosis
. Delay in seeking care may thus lead to a
longer hospital stay, greater intensity of service and higher
costs of hatsphal care . In a study by Weissman et al . (40),
delayed access to health care was most common among
blacks, the poor, the uninsured and those without a regular
physician.
Only one study has evaluated whether race is associated
with the rate of acceptance of a physician's recommendation
for coronary bypass surgery
. In a cohort of nonrandomized
patients in the CASS for whom bypass surgery was recom-
mended, 907 of whiie patients agreed to the procedure
compared with 81% of black patients (53).
Although difficult to quantify, socioeconomic status as
well as racial and cultural background are important deter-
minants of how patients interface with the health care
system 168,691
.
Low income patients are more likely to use
public lransportatihn than a personal car to get to the health
care facility . Low income patients, who often use public
hospitals, have a longer waiting time for health care and are
less satisfied with the care provideu by the physician .
Patients who are less educated may not understand that
"chest discomfort" is a symptom of heart disease . Some
may be awed and confused by the complexities of cardiac
diagnostic and therapeutic interventions and may be less
willing than better educated patients to undergo procedures .
In contrast, wealthier patients may be more likely to know
JACC Pot. 19. No. 7
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other people who have had an angiogrem or bvpass sorcery
and can be reassured about the experience
. Patients without
these acquaintances may feel intimidated by an unfamiliar
system . especially if there is A language barrier,
Race
Because racism persists in American society . there is no
reason to suspect that the U . S
. medical establishment is
immune . Dr . Louis Sullivan
. Secretary of Health and Hu-
man Services, has emphatically stated that "there ' • clear .
demonstrable . undeniable evidence of eliscrimlnation and
racism in our health care system" 1701 . Patients from a
minority group may feel uncomforlaole with a primarily
white medical establishment and may he unwilling to be
subjected to invasive procedures
. even when clinically indi-
cated
. Being poor or a member of a minority group is
associated with other barriers as well . The inability to take
time off from erork, fear of incurring large medical hills or the
lack of extended family support may mean postponing cam
until the disease is too far progr,ased to be surgically
tumble . One study from Cook County Hospital found that
the mean time to presentation for patients with chest pain
was 24 h . Not surprisingly . patients who delayed care had a
much higher mortality rate than that of patients who sought
help earlier (71). This disturbing finding might also reflect a
lack of medical sophistication among patients who had less
formal education than that of patients who arrived early
.
Being aware that "chest pressure" may ue dangeicus is the
first step toward receiving appropriate medical care .
Income
For ye have the poor always with you
Matthew 21- 11
Despite efforts by local, state and federal governments to
redress any disparity in health status between the rich and
poor. socloeconomr status continues to be a major deter-
minant of health and survival
. The likelihood of not having
health insurance is t!reatest among low income persons .
Medicaid was developed to provide this group with health
care coverage . Medicare and Medicaid were intended in fill
in the gaps in health care that had plagued this nation for
ruing years and to provide care for the elderly and the poor
.
Although Medicare has accomplished many of the goats
initially set for
it, Medicaid has not . The poor and near poor
still have dil'ticulty in obtaining health care and . because of
decreased state and federal support, the Medicaid program
has not fully achieved the goal of providing adequate health
care ;or all regardless of income .
Medicaid provides coverage for less than 4R% of the
population with an income below the poverty line 1351
. Of
the 32 .5 million Americans with an income below the pov-
erty line in 1987, only 13.4 million were covered by Medicaid
(74). The uninsured constitute 47
.5% of persons with an
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nc below the poverty line, 45%
of those wills i n income
between the poverty level and 125% of the poverty level-
36.7i of these with an income of 1255i to 2007 of the
poverty level . i i Stn of those with an income of 200% to
4lllf of the poveny level and a.8% of those with an income
above 4011':1 of the poveny level . Persons without health
-ranci, cc a physician less often during a year and have
fewer ambulatory visits . The uninsured are also more likely
to be cared for in a hospital clinic or emergency room than in
a privnic practice setting, perhaps reflecting the lack of
ram ;icida, at final dty had rural areas {271 .
Socioeconomic status and insurance status may also
influence the timeliness and appropriateness of medical care-
Even when the a sued e~ain entry into the health care
system . they utilize health services less frequently than do
those c Ih insurance 1351 . Because the need for medical care
is a function of the health status of a population, the low
level of use of health services for the poor and uninsured is
an anachronistic reflection of restricted access to health
care
. Reduced use of health services by the poor and
uninsured might be misconstrued as an indication of reduced
need . It more likely indicates delayed care-seeking, rather
than "healthiness ." because uninsured patients in fair or
pour health also make fewer visits 1271 . Moreover, patients
with chronic and serious illness who are poor and uninsured
lend to receive a diagnosis later and when disease is more
advanced . A study of hospitalized patients 1401 found that a
perion or low income without health insurance was 9.5 times
more likely than a patient with private insurance to delay
care heeause of cost considerations. For patients who were
both poor and uninsured, the probability that cost consider-
ations would result in delay in receiving medical care was 12
limes greater than for those with insurance. The poor and
uninsured also used health services less often (40)
.
Socioeconomic fac!ors may, however- exert an effect on
health that is distinct from the availability of health services
.
Studies from Canada, Europe and Scandinavia, as well as
the U .S . . have shown that a gradient in both health status
and the utilization of medical services may exist among
social classes, even in societies where universal health
insurance and ready access to care are available- Unlike the
U . S
., where there is a widening gulf between the "haves"
and "have nets" in some societies differences in health
status are not dichotomous. Health status is characterized
not by differences between the rich and the p_f but by a
progressive gradient from poorest or lowest, through several
intermediate classes, to the wealthiest
or highest social
strata .
In a government-sponsored British study (73),
in 19711-72
a steep gradient in mortality and life expectancy was noted
from the "professional" social class I through "part skilled"
class IV and "unskilled" class V . The disparity was attrib-
uled to class differences in "life chances," including "ma-
terial concilions of life, income
. housing, and the working
andgeneral environments . . .
with which educational levels
are closely associated ." The report conveys the "grievous
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disappointment" that after 30 years of the National Health
Service and welfare state, poverty and deprivation remain
the principal causes of premature death and lesser life
expectancy in the lowest social classes (74) . The continued
presence of an inverse relation between social class and
morbidity and mortality despite long-standing systems in
which medical care was universally available at little or no
cost, suggests that improvement in the availability of medi-
cal services, restructuring of the health insurance industry
and reduction in the costs of direct medical care may not in
themselves change the health status of low income, minority
and socially isolated Americans in the inner cities, in the
countryside or on reservations .
Rural Populations
The combined effects of lack of health insurance, low
income and residence in a rural area may be a form of "triple
jeopardy" for the rural poor and uninsured . The demo-
graphic, health status and health services utilization data
prepared for the Rural Health Research Agenda Conference
in 1987 is a valuable source of information regarding access
to care in rural areas (75) . The number of poor in the U.S. is
disproportionately concentrated in rural areas . Twenty per-
cent of rural residents are poor. and compared with residents
of urban areas, more nonelderly rural (18%) than nonelderly
urban (12%) residents are likely to he poor. (Urban refers to
a metropolitan statistical area of at least 50,000 people with
integrated contiguous counties, including both central city
and suburban areas .) Although rural poverty rates exceed
those in urban areas throughout the U .S .. the highest rates
are in the South . Minority groups have the highest rates of
poverty in rural areas, as in the inner cities . Whether rural or
urban, blacks have a significantly higher poverty rate than
that of whites (31% versus 11%) . Compared with urban
residents . residents of rural areas are in poorer health, suffer
from more chronic or serious illness and are less likely to
have a regular source of health care . Health insurance
coverage is also less common in rural areas . Twelve percent
of residents of urban areas were not covered by health
insurance compared with 15% in rural areas . Private insur-
ance
and Medicaid coverage were also less common in rural
areas but the proportion of uninsured, Medicare and Med-
icaid patients was greater among rural populations. Health
Maintenance Organizations (HMCI were also less frequent
in rural than in urban areas (3% versus 10%). Although
cardiovascular disease remains the leading cause of death in
both rural and urban areas, rural death rates for hyperten-
sion and cerebrovascutar disease are generally higher .
Physician matdistribution is a major factor in limited
access to care, particularly in the inner cities and rural areas
.
In 1985 only 20% of physicians practiced in rural areas
.
compared with 80% in urban areas
. Significant differences in
use of specialists and family or general practitioners were
noted between urban and nonurban areas . In urban areas
11 .9% and in rural areas 52 .6% of visits to a physician were
JACC Vnl . 19. Nn. 7
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to a family or general practid • ter. In contrast, 57
.7% of
visits in urban areas were to ii rnists compared with 10% of
visits in rural areas (76).
Hospitals in rural areas are more often on tenuous finan-
cial footing . Four years after implementation of the prospec-
tive pricing system (DRG) payments to rural hospitals were
insufficient to cover costs and revenues were exceeded by
expenses in nearly 60% of these hospitals . The number of
rural hospital closures has also increased in recent years
. Of
the community hospital closings in 1983, 28% were in rural
meas
. but in 1988, 53% of closures were in rural areas (77) .
The site of residency training is an itr Jortant factor in the
selection of practice location (78) . The problem of physician
matdistribution may require greater recruitment of health
professionals from populations with limited access, special
educational programs. increased experience for medical
students in underserved communities, special financing pro-
grams and incentive strategies (79) .
What We Need to Know to Improve Access
• Epidemiologic and natural history studies of cardiovas-
cular disease in groups with limited access .
• Comparison of the nonfinancial determinants of the
level of usage of cardiologic services in groups with and
without access .
• Improved understanding of the relative role of socio-
economic and cultural factors in determining patient
access .
• Improved understanding of the determinants of physi-
cian location and practice patterns and how to affect
these patterns.
• Improved understanding of the role that patient percep-
tions of obstacles to care have in determining access .
•
Improved understanding of the determinants of physi-
cians discretionary medical core recommendations.
Recommendations
The ACC should support measures to:
• Make available health insurance or its equivalent for
cardiovascular care for all citizens of the U .S, so that
the socioeconomic status of patients is not a factor in
their access to care and reimbursement is not a factor
for the provider . Until this can be achieved we support
I) an improvement in the ease with which uninsured
patients enter the health care system, and facilitation of
passage through the system, and 2) a redefinition in
eligibility for Medicaid, perhaps to include up to 175%
of the poverty level and to include persons without
regard to gender.
• Reimburse, at an adequate rate, hospitals for the care
of Medicaid and Medicare patients.
•
Support increased research into the reasons for differ-
ences in utilization of health care procedures in women
and minority groups.
JACC Vol. 19No. 7
June 1- . i-
•
	
Develop educational programs in cardiovascular dis-
ease prevention, health care seeking behavior. and the
nature and value of basic cardiovascular care targeting
minority populations in appropriate languages .
• Increase recruitment for medical school, and the other
health professions, from underrepresented segments of
the population and from underserved communities .
• Provide incentives for physicians to work in under-
served areas and utilize existing medical manpower in
medical schools and hospitals (residents, fellows
. fac-
ulty) as supplemental health care providers in carefully
supervised programs in underserved areas .
• Arrange clinic and office appointments at times when
working people can see a physician without losing time
from work .
• Develop systems for ongoing monitoring of utilization
and value of new technologies and pharmaceutical
agents, health care costs and physician practices in
populations with limited access .
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Background
Although it appears that the current eepply of cardiologists
is
sufficient to meet the needs of the American people. there
are problems in the distribution and in the character
of the
training of the cardiologists who are currently in practice and
coming out
of training programs. Between 1970 and 1986 the
number of adult cardiologists increased by 118% in compar-
ison with an increase of 67% for active physicians overall to
serve an 18r%r increase in the U .S . population
111 .
In 1986
there were between 4 .6 and 8.2 cardiologists per 100,000
